The bacteriology of anorectal sepsis in a district general hospital has been reviewed to see whether the information gained helped patient management. Forty-six patients with anorectal sepsis were reviewed, underlying fistulas were identified in nine patients 09.5%). Bacteroides species were not routinely subtyped in the department. It was found that isolation of unspecified Bacteroides species was not helpful in identifying those patients with underlying fistulas. Unless subtyping of Bacteroides species is specifically requested, pus from anorectal sepsis should not routinely be sent for bacteriology.
Introduction
Over the last half century much has been written on the bacteriology of anorectal sepsis. Whitehead et al: 1 drew attention to the presence of 'gut specific bacteroides' (B. fragilis) and their significance in predicting the presence offistulas-in-ano. The presence of B. fragilis was found in 56% of peri-anal abscesses with an underlying fistula, compared with 21% of patients with no such communication. If colonic aerobes tEechericha coli and Streptococcus faecalis) were included, then 81% of abscesses with underlying fistulas contained 'gut specific organisms' as opposed to 43% without fistulas. From this work the authors recommended a repeat examination under anaesthetic (EUA) if B. fragilis was isolated from pus drained from perianal abscesses.
We have looked at the bacteriology of perianal sepsis provided as a routine service by the microbiology department of a district general hospital to see whether the information produced helps in the management of patients with such problems.
Patients and methods
Notes were obtained of patients presenting with anorectal sepsis over an 18-month period from January 1988 to June 1989 at the Royal Sussex County Hospital, Brighton. Only those patients for whom bacteriological specimens were sent were considered. Bacteriology was also obtained from the most recent 25 pilonidal abscesses for comparison.
Results
Forty-six anorectal abscesses were reviewed (31 perianal and 15 ischio-rectal). Nine fistulas (19.5% of patients) were subsequently identified either at the initial operation or at a subsequent examination under anaesthetic (EUA).
The bacteriology results are presented in Table 1 as reported by the bacteriology department. Pilonidal abscess results are included for comparison. The Bacteroides species were not subtyped.
Discussion
The incidence of fistulas recorded 09.5%) is less than that reported by Whitehead et al.' (46% for peri-anal and 39% for ischiorectal abscesses). This low incidence may reflect the relative inexperience of some of the operators, as most of the initial operations were performed by senior house officers. Grace has recently drawn attention to the high recurrence rate of anorectal sepsis after treatment by inexperienced surgeons-. Buchan and Grace" found that treatment of fistulas after the acute phase had settled was more effective than immediate surgery in reducing the recurrence rate. They attributed this to the creation of false passages in friable anorectal tissue at the initial examination. If routine microbiology can provide a good indication of the presence of a fistula, then an EUA should be performed by an experienced surgeon after the initial episode has resolved.
Bacteroides species were identified in 100% of anorectal abscesses with fistulas compared to 62% without and only 44% of pilonidal abscesses. A similar situation was observed for E. coli (78% of abscesses associated with fistulas, 29% without and 8% of pilonidal abscesses). These figures tend to support Park's theory of the pathogenesis of fistula-in-ane". The presence of both E. coli and Bacteroides species in culture together would justify a follow-up EUA if no fistula was found at the initial examination.
Bacteroides are not necessarily 'gut specific' and may be isolated from a wide variety of abscesses such as breast, pilonidal and axillary. Such species as B. corrodens and B. melaninogenicus are more frequently isolated from peri-anal abscesses than the gut specific B. fragilis 5 • 6 • Thus the mere isolation of Bacteroides species appears to provide insufficient grounds to perform a follow-up EUA.
lfbacteriology is to be requested following incision and drainage of anorectal abscesses B. fragilis or B. melaninogenicus should be looked for specifically to try and identify accurately those patients with underlying fistulas (the latter is easy to identify because of its black colour on culture). However, most laboratories do not subtype Bacteroides, unless specifically requested. The extra expense involved would be small and the result available within 24 h. The isolation of unspecified Bacteroides species is not sufficient to identify accurately patients with an underlying fistula. Unless subtyping of Bacteroides is specifically requested, pus from perianal abscesses should not be sent routinely for bacteriology.
